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G 000 INITIAL COMMENTS G 000

 This was a home health federal complaint 

investigation.

Complaint # 00153860: Unsubstantiated: 

Allegation did not occur.

Survey dates were January 15-16, 2015

Facility number 011449

Surveyor: Michelle Weiss RN MSN Public Health 

Nurse Surveyor

Census Unduplicated last 12 months: 175

The Brightstar Healthcare agency is in 

compliance with the Conditions of Participation 

484.10: Patient Rights and 484.30 Skilled Nursing 

services as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

January 21, 2015
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